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HIGHLIGHTS  
• Epileptic seizures are a neurological complications in children with brain tumour.   
• Seizure treatments and their withdrawal are not codified.   
• In our cohort we found a relationship between tumour site and seizure occurrence.   
• Levetiracetam was used for its good tolerability and poor interaction with  
chemotherapy.   
• Further studies are required to assess the time of AEDs withdrawal  
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Abstract  
Purpose: Epileptic seizures complicate the management of childhood brain tumours.  There are no 
published standards for clinical practice concerning risk factors, treatment selection or strategies to 
withdraw treatment with antiepileptic drugs (AED).   
Method: we undertook a case note review of 120 patients with newly diagnosed brain tumours,  
referred to a regional paediatric cancer service.   
Results: data was available on 117/120 (98%) children <18 years: median age at tumour 
presentation was 8.1 years (IQR 25°-75°: 3.6-12.7), median follow up was 33 months (IQR 25°-75°: 24- 
56), and 35/117 (29%) experienced seizures.   
A cortical tumour location was associated with the highest risk of seizures (OR: 7.1; CI 95% 2.9- 
17.3). At a median follow up of 24 months (IQR25°-75°: 15-48), 22 /35 (63%) with seizures, had a  
single seizure episode, 15/35 (43%) were seizure free (SF) on AEDs, 13/35 (37%) were SF off  
AEDs, and 7/35 (20%) experienced continuing epileptic seizures.  Overall 34/35 (97%) were treated 
with AEDs after  a seizure, of whom 12/35 (35%) withdrew from AED medication, and although 
4/35 (12%) had seizure relapse, all were after further acute events. The median duration of AED 
before withdrawal was 11 months (IQR25°-75° 5-14 months), and the median follow up after  
withdrawal was 15 months (IQR25°-75° 5-34 months).   
Conclusions: Seizures affect about 1/3rd of children and young people presenting with and being 
treated for brain tumours particularly when the tumour is in the cerebral cortex.   
The low risk of recurrent seizures after AED treatment justifies consideration of early withdrawal of  
AED after seizure control.  
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Introduction   
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Epileptic seizures are a common symptom of brain tumours previously reported in 7% to 16% of 
children and young people in the very limited literature on this topic [1].  Other studies reported a 15- 
25% incidence [2]. Seizures were reported as the first symptom in 38% of children with supratentorial 
tumours [3].  
The mechanism of epileptogenesis is incompletely understood and it seems to be multifactorial and  
may include cytotoxic oedema, haemosiderin deposition, and the disruption of brain circuits by 
morphological changes in the tumour and peri-tumoural tissues [4, 5].  Moreover tumour treatment- 
related toxicity is another important cause of epileptic seizures [6]. A recent study identified 
individual risk factors for epileptic seizures in children with brain tumours at any time: cortical 
tumour location, histology as glioneuronal tumour, and low or high grade glioma, incomplete 
resection, and tumour recurrence [5].   
Currently there is no consensus on the treatment of brain tumour related/provoked acute symptomatic  
epileptic seizures in children and young people.   
The American Academy of Neurology recommends tapering antiepileptic drugs (AEDs) if used 
prophylactically at the time of craniotomy, after the first postoperative week and declares that 
anticonvulsant medications are not effective in preventing a first seizure and that prophylactic AEDs 
should not be used routinely in adult patients with a new diagnosis of a brain tumour [7].  Moreover a 
review by Stevens in 2006 found that 11 out of 12 studies did not show any substantial benefit from 
routine prophylaxis in adult patients [8].   
There are few clear recommendations on which AED to choose following one or more epileptic  
seizures in children and young people presenting with a brain tumour or while being treated for a brain 
tumour, although carbamazepine and phenytoin are mentioned in the SIGN guideline for adults [9].    
When choosing an AED, even for short term use, it is necessary to consider the potential drug  
interactions and adverse effects, especially where complex chemotherapy and supportive care drug 
combinations may be in use [10].   
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Moreover the optimal tming of AED withdrawal in children with brain tumours and epileptic seizures 
is not known.  There is limited literature on predictors of seizure recurrence upon AED withdrawal in 
the brain tumour population. Some authors suggested that children with pre-operative seizures, which 
resolve completely after surgery, may be weaned off AEDs within 3 months after surgery [11]. One 
study found a seizure recurrence rate of 27% over 5 years, with half the recurrences occurring within 
the first 6 months [12]. A more recent study examined AED discontinuation in an adult population 
with meningioma and low grade glioma. It found 10% seizure recurrence after AED withdrawal [13].  
The principal aim of this retrospective study was to determine patient and tumour characteristics;  
seizure type, frequency and duration; AED treatments used, their duration; and the associated 
outcomes in a representative paediatric neuro-oncology population to eventually identify the seizure 
risk factors in children with brain tumours, and assess current use and withdrawal of AEDs. 
Identifying children with the highest risk of developing further epileptic seizures would be very useful 
clinically. Understanding the current clinical practice, especially the duration of AED use before 
withdrawal, will help the development and implementation of new treatment policies.   
Methods  
Inclusion criteria  
A retrospective case note review of newly diagnosed brain tumour patients referred between January 
2010 and December 2014 to the regional paediatric neuro-oncology service was carried out to 
determine patient, tumour, and seizure characteristics, their treatment, and outcome.  
The inclusion criteria were: 1) age from birth to 16 years old, 2) children with primary brain tumours  
classified using WHO 2016 classification [14]. The seizures were classified according to the 
International League Against Epilepsy 2016 terminology [15, 16]. The exclusion criteria were: 
children with prior epilepsy or with syndrome related-epilepsy.    
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Statistical analysis   
Descriptive analysis was performed to characterise the study population. Chi-square, Mann-Whitney 
U test or Fisher’s exact test were used to compare groups, as appropriate.  Logistic regression was 
used to estimate odds ratios and 95% confidence intervals for potential predictors.  All analyses, other 
than decision trees, were performed with IBM SPSS 23.0 for Windows (IBM Corp. Armonk, NY, 
USA), and a p < 0.05 was considered statistically significant in all analyses.  
Ethical approval  
In the UK Health Research Authority (HRA), which coordinates and regulates ethical approval of 
research involving human subjects, specifically excludes projects from requiring ethical approval if 
they fall into the categories of clinical audit, service evaluation, and usual practice/surveillance work 
in public health. This was an observational study, a retrospective chart review, which was undertaken 
as a clinical baseline audit of current practice and outcome. The data were collected, analysed and 
reported according to ethical standards, in an anonymous database.   
Results  
The cohort included 120 patients with a new diagnosis of brain tumour in a regional paediatric neuro- 
oncology service serving a population of 4.5 million.  It was representative of the UK population, in 
terms of tumour histology distribution, compared to cases registered with the Children's Cancer and 
Leukaemia Group (CCLG)’s national childhood cancer treatment network between1996-2005 (χ2: 
p>0.05). Two patients with tuberous sclerosis were excluded because of their previous long history 
of seizures, and 1 patient was lost in follow up (Figure 1). 67/117 (57%) were male, median age at 
tumour presentation was 8.1 years (IQR 25°-75°: 3.6-12.7). None were referred primarily for epilepsy 
surgery.  Of these, 23/117 (20%) patients had died, 15/117 (13%) had progressive disease, and 79/117 
(67%) were in remission or had stable disease, at the time of case note review, at a median follow up 
of 33 months (IQR 25°-75°: 24-56). The 35 (29%) who experienced seizures were not significantly 
younger (median 6.3 years, IQR25°-75°:  2.8-10.4) than those without seizures (median 8.2 years,  
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IQR25°-75°: 3.8-13.3) (p=0.295). The population characteristics are summarised in Table 1and the types 
of tumours and the age at diagnosis in Figure 2.    
There was a correlation using logistic regression analysis, between cerebral hemisphere tumour  
localisation and seizure occurrence (OR: 7.07 IC 95%: 2.9-17.3).   
Although there was a high incidence of seizures in children with neuroglional tumours (75%), no 
statistical correlation was found between type of tumour, age, and seizure occurrence.   
Seizure activity  
A total of 35/117 (30%) patients had seizures, 22/35 (62%) were males. The median seizure follow- 
up was 33 months (IQR 25°-75°: 24-56). The seizure characteristics are described in Table 2.    
12/13 patients with seizures at tumour diagnosis had a cortical hemisphere localisation. The most  
frequently used AED at diagnosis was levetiracetam, used in 17/34 (50%), followed by phenytoin and 
carbamazepine each used in 6/34 (18%), sodium valproate in 4/34 (11%) patients, and phenobarbital 
1/34 (3%). Only one patient did not receive any AED after their acute seizure. Three patients were 
treated with phenytoin as prophylaxis during craniotomy, which was subsequently changed to sodium 
valproate (2/3) or levetiracetam (1/3).   
6/34 patients were documented to have AED related adverse effects leading to dose reduction or  
withdrawal: 1 had a rash (phenytoin), 2 had memory difficulties (levetiracetam), 2 had lethargy and 
somnolence (levetiracetam), and 1 had regression of speech and somnolence (carbamazepine).   
The median follow up before, and after AED withdrawal was 11 months (IQR25°-75° 5-14 months) and  
15 months (IQR25°-75° 5-34 months), respectively.  Of the 34 patients who received AED therapy, 11 
(32%) patients were treated with a single AED, 6 (18%) with 2 AEDs, 3 (9%) with 3 AEDs, and 2 
(6%) with 4 AEDs.  12 (35%) had discontinued AEDs.  Referral for epilepsy surgery occurred in 4 
patients after they had failed to respond to levetiracetam, carbamazepine, sodium valproate, and 
clobazam.  Seizure relapse after withdrawal of AEDs occurred in 4/12 (33%) linked to new emergent 
disease or neurological complications: two associated with acute hydrocephalus requiring ventriculo- 
peritioneal drainage (12 and 14 months after the end of therapy), one with acute sepsis 1 month after  
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AED withdrawal, and one with ventriculitis associated with a ventriculo-peritoneal shunt revision.  All 
later had their AEDs withdrawn again without further relapse.  
Discussion  
In our retrospective study we found that 30% of children with brain tumours seen over 5 years in this 
representative population developed seizures, either at (37%), or after (63%) diagnosis, and in 
particular we highlighted the relationship between tumour site and seizure occurrence. The most 
frequently used AEDs was levetiracetam, as first line treatment and only 12/34 patients withdrew the 
AED, during follow-up. Although 4 patients relapsed all had new emergent acute events that had 
precipitated the new seizures.  
Epileptic seizures are one of the most common neurological complications seen in children with brain  
tumours. This study in a regional neuro-oncology centre is population based, and therefore 
representative of the type of cases that routinely present.  This study highlights the importance of this 
complication given that brain tumours account for only 1% of people with epilepsies [17].  
In this cohort we found a relationship between tumour site (cerebral hemisphere compared with other  
localizations) and seizure occurrence.  This has been reported before: Wilne et al reported seizures to 
be particularly associated with supratentorial tumours (in 38%) [3], as did Ullrich (in 53%) [5], and 
Shuper (25%) [18].   
Regarding histopathologic type, several studies have shown a relationship between low grade glioma,  
DNET, pleomorphic astrocytoma, oligodendroglioma, ganglioglioma and seizure occurrence [19].  
However, we did not find a statistical correlation between histological type, such as 
neuroglioneuronal tumours, and seizures in our cohort, although we observed a high percentage of 
seizures in children with glioneuronal tumours (75%) at the diagnosis.  Glioneuronal tumours are 
characterised by well-differentiated cells that can release neurotransmitters or modulators that could 
play a role in seizure initiation and propagation [20].   
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Our study is somewhat limited by the duration of follow-up. Indeed, a 33 month median follow-up 
may not be sufficient to show long term treatment effects. The Childhood Survivor Study reported 
seizures in 25% of brain tumour survivors including 7% who had seizures after 5 years or more of 
follow up [21].  The optimal duration of follow up in future studies should be determined by the 
specific purpose of the analysis.  
In this cohort of seizure patients the most frequently used AED was levetiracetam. It was the most  
common first line AED at seizure presentation, and also the most common in overall use. The rational 
for choosing which AED to use in children with seizures and brain tumours is not well established. 
The potential for interaction between AEDs and chemotherapeutic drugs is one important 
consideration [22]. Some studies have shown that non-enzyme-inducing AEDs such levetiracetam and 
gabapentin may work well in monotherapy in children who have failed to respond to other AEDs [23, 
24]. Indeed, they are generally better tolerated and easier to use than the older traditional AEDs such 
as phenytoin, sodium valproate, and carbamazepine.   
On the other hand, the good tolerability will not prompt prescribers or patients to seek early AED  
withdrawal. Indeed, in our cohort, only 12/34 patients withdrew the AED during follow-up. Although 
4 patients relapsed all had new emergent acute events that had precipitated the new seizures. Indeed, 
after the second AED withdrawal 2 of them did not develop seizures again (one had died from 
unrelated causes).   
There are no randomized controlled trials of AED withdrawal after tumour-related seizures in  
children. So there are no guidelines to help neurologists and neuro-oncologists in this field. In a 
retrospective study of 62 children with brain tumours and seizures, AEDs were withdrawn after a 
median of 5.6 years from the first seizure, and seizures recurred in 27% over 5 years, with half the 
recurrences occurring within the first 6 months [12].  Another study in adult patients with low grade 
brain tumours and meningiomas reported seizure recurrence in 10% of patients whose AEDs were 
withdrawn compared to 48% in patients who did not withdraw AEDs [13]. The authors concluded that 
physicians are able to identify patients with a high risk of developing post-operative seizures, but  
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they gave no recommendations on when AEDs should be withdrawn. Wells et al. in their paediatric 
review recommended that 3 months after gross total resection is a conventional time to withdraw 
AEDs in patients with pre-operative seizures, if there were no post-operative seizures or complications 
[11]. The prolonged use of AEDs may cause unrecognised adverse effects, e.g. on behaviour and 
learning, in addition to those documented. A possible explanation for the prolonged treatment seen in 
our cohort may be related to the specialist follow up, where the oncologist is inhibited from 
discontinuing AEDs and the neurologist may not be familiar with the tumour-related risks.  
Our study is limited by the retrospective methodology and relatively small numbers of patients, 
compared to Ullrich et al’s study of 298 and Khan’s of 157, and our modest follow-up of 33 months 
compared to Ullrich’s 90 months. However, our experience is probably representative of UK and 
potentially international practice. The great majority of the children we report had acute symptomatic 
epileptic seizures precipitated by the brain tumour, at presentation or subsequently (which when 
recurrent conceptually overlaps with structural epilepsy), or by its’ treatment. The 2 year seizure free 
rule of thumb for withdrawing AEDs in patients with epilepsies was not intended for such acute 
symptomatic seizures, and we excluded patients with epilepsy e.g. associated with tuberous sclerosis 
from this cohort. Our data suggest that, in patients with acute symptomatic seizures due to brain 
tumour, AED withdrawal within 3 months of seizure onset is associated with only a small recurrence 
rate.   
Conclusions  
In this population based cohort from a specialist neuro-oncology centre 1/3 children with brain 
tumours developed epileptic seizures, either at diagnosis or subsequently, principally associated with 
cortical tumour location. The most common AED used was levetiracetam, selected for its low risk of 
interaction with chemotherapy, and good tolerability and efficacy.    
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The withdrawal of AEDs in children with brain tumours should be assessed after balancing the risk of 
seizure relapse and the possible adverse effects and interaction with chemotherapy. Further studies in 
children and young people are required, to confirm that withdrawal after three months of seizure 
freedom, unless there are specific reasons to continue for longer, is best.   
Conflict of interest:-None of the authors has any conflict of interest to disclose.   
This manuscript has not been published and is not under consideration for publication elsewhere  
Acknowledgements: We are grateful to Prof Richard Grundy, and Dr Sophie Wilne, East Midlands Children 
and Young People’s Integrated Cancer Service (EMCYPICS) and University of Nottingham Children’s Brain 
Tumour Research Centre for their useful advice, and Associazione LUCA Onlus.   
10 
References  
[1] Ibrahim, K. and Appleton, R. Seizures as the presenting symptom of brain tumours in children. 
Seizure 2004; 13:108-112.  
[2] Ullrich, N.J. Neurologic sequelae of brain tumors in children. J Child Neurol 2009; 24:1446- 
1454.  
[3] Wilne, S., Collier, J., Kennedy, C., Koller, K., Grundy, R. and Walker, D. Presentation of 
childhood CNS tumours: a systematic review and meta-analysis. Lancet Oncol 2007; 8:685-695.  
[4] Babb, T.L., Ying, Z., Mikuni, N., Nishiyama, K., Drazba, J., Bingaman, W., Wyllie, E., Wylie,  
C.J. and Yacubova, K. Brain plasticity and cellular mechanisms of epileptogenesis in human and 
experimental cortical dysplasia. Epilepsia 2000; 41 Suppl 6:S76-81.  
[5] Ullrich, N.J., Pomeroy, S.L., Kapur, K., Manley, P.E., Goumnerova, L.C. and Loddenkemper,  
T. Incidence, risk factors, and longitudinal outcome of seizures in long-term survivors of pediatric  
brain tumors. Epilepsia 2015; 56:1599-1604.  
[6] Armstrong, G.T., Liu, Q., Yasui, Y., Huang, S., Ness, K.K., Leisenring, W., Hudson, M.M., 
Donaldson, S.S., King, A.A., Stovall, M., Krull, K.R., Robison, L.L. and Packer, R.J. Long-term 
outcomes among adult survivors of childhood central nervous system malignancies in the Childhood 
Cancer Survivor Study. J Natl Cancer Inst 2009; 101:946-958.  
[7] Glantz, M.J., Cole, B.F., Forsyth, P.A., Recht, L.D., Wen, P.Y., Chamberlain, M.C.,  
Grossman, S.A. and Cairncross, J.G. Practice parameter: anticonvulsant prophylaxis in patients with 
newly diagnosed brain tumors. Report of the Quality Standards Subcommittee of the American 
Academy of Neurology. Neurology 2000; 54:1886-1893.  
[8] Stevens, G.H. Antiepileptic therapy in patients with central nervous system malignancies.  
Curr Neurol Neurosci Rep 2006; 6:311-318.  
[9] SIGN Diagnosis and management of epilepsy in adults. Edimburg. SING 2015.  
[10] Perucca, E. Optimizing antiepileptic drug treatment in tumoral epilepsy. Epilepsia 2013; 54  
Suppl 9:97-104.  
[11] Wells, E.M., Gaillard, W.D. and Packer, R.J. Pediatric brain tumors and epilepsy. Semin Pediatr 
Neurol 2012; 19:3-8.  
[12] Khan, R.B. and Onar, A. Seizure recurrence and risk factors after antiepilepsy drug  
withdrawal in children with brain tumors. Epilepsia 2006; 47:375-379.  
[13] Das, R.R., Artsy, E., Hurwitz, S., Wen, P.Y., Black, P., Golby, A., Dworetzky, B. and Lee, 
J.W. Outcomes after discontinuation of antiepileptic drugs after surgery in patients with low grade 
brain tumors and meningiomas. J Neurooncol 2012; 107:565-570.  
[14] Louis, D.N., Perry, A., Reifenberger, G., von Deimling, A., Figarella-Branger, D., Cavenee,  
W.K., Ohgaki, H., Wiestler, O.D., Kleihues, P. and Ellison, D.W. The 2016 World Health 
Organization Classification of Tumors of the Central Nervous System: a summary. Acta Neuropathol 
2016; 131:803-820.  
[15] Fisher, R.S., Cross, J.H., D'Souza, C., French, J.A., Haut, S.R., Higurashi, N., Hirsch, E.,  
Jansen, F.E., Lagae, L., Moshe, S.L., Peltola, J., Roulet Perez, E., Scheffer, I.E., Schulze-Bonhage, 
A., Somerville, E., Sperling, M., Yacubian, E.M. and Zuberi, S.M. Instruction manual for the ILAE 
2017 operational classification of seizure types. Epilepsia 2017.  
[16] Fisher, R.S., Cross, J.H., French, J.A., Higurashi, N., Hirsch, E., Jansen, F.E., Lagae, L.,  
Moshe, S.L., Peltola, J., Roulet Perez, E., Scheffer, I.E. and Zuberi, S.M. Operational classification of 
seizure types by the International League Against Epilepsy: Position Paper of the ILAE Commission 
for Classification and Terminology. Epilepsia 2017.  
[17] Williams, B.A., Abbott, K.J. and Manson, J.I. Cerebral tumors in children presenting with  
epilepsy. J Child Neurol 1992; 7:291-294.  
11 
[18] Shuper, A., Yaniv, I., Michowitz, S., Kornreich, L., Schwartz, M., Goldberg-Stern, H. and 
Cohen, I.J. Epilepsy associated with pediatric brain tumors: the neuro-oncologic perspective. Pediatr 
Neurol 2003; 29:232-235.  
[19] Vecht, C.J. and Wilms, E.B. Seizures in low- and high-grade gliomas: current management  
and future outlook. Expert Rev Anticancer Ther 2010; 10:663-669.  
[20] van Breemen, M.S., Wilms, E.B. and Vecht, C.J. Epilepsy in patients with brain tumours: 
epidemiology, mechanisms, and management. Lancet Neurol 2007; 6:421-430.  
[21] Packer, R.J., Gurney, J.G., Punyko, J.A., Donaldson, S.S., Inskip, P.D., Stovall, M., Yasui,  
Y., Mertens, A.C., Sklar, C.A., Nicholson, H.S., Zeltzer, L.K., Neglia, J.P. and Robison, L.L. Long- 
term neurologic and neurosensory sequelae in adult survivors of a childhood brain tumor: childhood 
cancer survivor study. J Clin Oncol 2003; 21:3255-3261.  
[22] Sogawa, Y., Kan, L., Levy, A.S., Maytal, J. and Shinnar, S. The use of antiepileptic drugs in  
pediatric brain tumor patients. Pediatr Neurol 2009; 41:192-194.  
[23] Vecht, C.J., Wagner, G.L. and Wilms, E.B. Interactions between antiepileptic and  
chemotherapeutic drugs. Lancet Neurol 2003; 2:404-409.  
[24] Maschio, M., Dinapoli, L., Sperati, F., Pace, A., Fabi, A., Vidiri, A. and Muti, P. Levetiracetam 
monotherapy in patients with brain tumor-related epilepsy: seizure control, safety, and quality of life. 
J Neurooncol 2011; 104:205-214.  
12 
Figure 1: cohort population  
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Figure 2: age distribution related with the type of tumour  
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Table 1: cohort characteristics. OPG: optic pathway glioma, DIPG: diffuse intrinsic pontine glioma, 
AT/RT: atypical teratoid/rhabdoid tumour.   
 Cohort total 
(%)  
With seizures 
(%)  
Without seizures 
(%)  
total  117   35  (29.2)  82  (70.8)  
female  50  (42.7)  13  (37.1)  37  (45.1)  
male  67  (57.3)  22  (62.9)  45  (54.9)  
median age at diagnosis  8 years 1 month  6 years 3 months  8 years 11 months  
Site of tumour        
posterior fossa  42  (35.9)  8  (22.9)  34  (41.5)  
cerebral hemisphere  33  (28.2)  20  (57.1)  13  (15.9)  
supratentorial midline  28  (23.9)  3  (8.6)  25  (30.5)  
metastatich/leptomeningeal  8  (6.8)  2  (5.7)  6  (7.3)  
spinal cord  6  (5.2)  2  (5.7)  4  (4.9)  
Histology     
pilocytic astrocytoma  18  (15.4)  3  (8.6)  15  (18.3)  
medulloblastoma  13  (11.1)  5  (14.3)  8  (9.8)  
other low grade glioma  13  (11.1)  6  (17.1)  7  (8.5)  
high grade glioma  12  (10.3)  3  (8.6)  9  (11.0)  
OPG  10  (8.5)  0  (0.0)  10  (12.2)  
germ cell tumour  8  (6.8)  1  (2.9)  7  (8.5)  
ependymoma  8  (6.8)  4  (11.4)  4  (4.9)  
glioneuronal tumour  8  (6.8)  6  (17.1)  2  (2.4)  
craniopharingioma  6  (5.1)  1  (2.9)  5  (6.1)  
choroid plexus papilloma  5  (4.3)  3  (8.6)  2  (2.4)  
other low grade tumour  4  (3.4)  0  (0.0)  4  (4.9)  
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pineal tumour low grade  3  (2.6)  0  (0.0)  3  (3.7)  
DIPG   3  (2.6)  0  (0.0)  3  (3.7)  
AT/RT  2  (1.7)  0  (0.0)  2  (2.4)  
pineal tumour high grade  2  (1.7)  1  (2.9)  1  (1.2)  
choroid plexus carcinoma  1  (0.9)  1  (2.9)  0  (0.0)  
other high grade tumour  1  (0.9)  1  (2.9)  0  (0.0)  
Surgery        
Complete resection  43  (36.8)  18  (51.5)  25  (30.5)  
Biopsy  34  (29.1)  9  (25.7)  25  (30.5)  
Partial resection  14  (12.0)  2  (5.7)  12  (14.6)  
Other  6  (5.0)  2  (5.7)  4  (4.9)  
no surgery  20  (17.1)  4  (11.4)  16  (19.5)  
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Table 2: Epileptic seizure characteristics  
Seizure characteristics  N  (%)  
Timing of first epileptic seizure    
during oncology treatment  14  (40.0)  
before the tumour diagnosis  13  (37.1)  
within 1 year of treatment completion   
(3 only had surgery)  
5  (14.3)  
more than 1 year after treatment completion  3  (8.6)  
Type of seizure    
focal  24  (68.6)  
generalized  9  (25.7)  
unknown onset  2  (5.7)  
Frequency of seizure in the last 4 months    
least once daily  5  (14.3)  
least once weekly  6  (17.1)  
least once monthly  2  (5.7)  
other (acute event)  22  (62.9)  
Current seizure control    
seizure free on AED  16  (45.7)  
seizure free off AED  12  (34.3)  
refractory epilepsy  6  (17.1)  
no therapy at diagnosis  1  (2.9)  
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